Takotsubo cardiomyopathy is an increasingly recognized cardiac syndrome, characterized by a transient hypokinesis involving left ventricular apical or midventricular segments, and mimicking acute coronary syndrome, in the absence of significant coronary artery stenosis. 1, 2 The pathophysiology of Takotsubo cardiomyopathy is still unclear, although several mechanisms have been proposed1; moreover, Takotsubo has been related to pulmonary infection 3 and influenza virus vaccination. 4 Patients with Takotsubo cardiomyopathy have a favorable short-and long-term prognosis compared with those with acute myocardial infarction, secondary to the complete recovery of cardiac function. Nevertheless, cardiac arrest is a rare, but extremely lethal, complication. 5 We report a case of an elderly women with Takotsubo cardiomyopathy triggered by Influenza A virus infection, and complicated by a lethal cardiac arrest. A 79-year-old woman, with a past medical history of hypertension, chronic renal failure and chronic obstructive pulmonary disease, was admitted to the Internal Medicine Department of our Hospital, after clinical stabilization of acute hearth failure occurred the day before. She presented in emergency department with dyspnea and fever for a few days, cough with abundant expectoration, chest pain and lower limbs edema. At physical examination we reported diffuse bronchoconstriction and basal rales; a 12-lead electrocardiogram showed a decreased ST segment in the precordial leads that were not present in a prior study and chest X ray was diagnostic of acute heart failure ( fig 1) .
Transthoracic echocardiography showed a global reduction in kinetic of the left ventricular and the apex, associated to moderate left ventricle dysfunction (EF 45%). Markers of myocardial necrosis were increased (CK 496 U/L, CK-MB 212.4 U/L, troponin I 40.6 ng/L). Ventricular coronary arteriography did not show significant stenosis on epicardial coronary arteries. Clinical and instrumental findings met criteria for Takotsubo cardiomyopathy. 6 With the aim of characterizing the infectious respiratory disease, blood cultures and sputum were collected; analysis on nasal exudates resulted positive for Influenza A virus, type H3N2. We excluded infections by any other agent. We prescribed administration of furosemide, diltiazem, and bisoprolol, and cardiac function was slowly, but significantly, recovering. The electrocardiogram evolved to deep T wave inversion on the precordial leads. On her fifth hospital day, she had an episode of atrial fibrillation with elevated ventricular rate of 150 bpm associated to STabnormalities. Despite the attempts to obtain the restoration of sinus rhythm, and to control the cardiac rate, patients became hemodynamically unstable, until the occurrence of cardiac arrest. Medical staff started cardiopulmonary resuscitation, but without success.
In recent literature, several authors showed the association between pulmonary disease and Takotsubo, with particular reference to pneumonia 3 and chronic obstructive pulmonary disease. 7 Lozano et al. reported a previous case where Influenza A virus clinical infection was identified as trigger of Takotsubo. 8 Cardiac arrest is an increasingly recognized presentation and its incidence might be underestimated in the current literature.
In conclusion, particularly when associated with some critical comorbidity, Takotsubo can show an adverse outcome, as described in this case.
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